The severity of infarction as assessed in the coronary care unit for all the transferred patients including those who died after transfer is shown in Table I .
The timing of the i6 ward deaths is illustrated in Table 2 : 8 of these were sudden, 7 patients died in congestive failure, and one died with a cerebrovascular accident.
Three patients were transferred back to the coronary care unit for a further period of monitoring after successful defibrillation in the satellite hospital ward. The first was a 6i-year-old woman who, having been transferred from the coronary care unit on the 4th day from admission, developed sudden ventricular fibrillation on her i4th day in the ward. She recovered well and was discharged 32 days after initial admission.
The second was a 6o-year-old man who after an uncomplicated 72-hour period in the coronary care unit developed ventricular fibrillation and a saddle embolus two days after transfer. He was taken back to the coronary care unit, underwent surgical embolectomy, and remained in cardiac failure until death on the igth day after his initial hospital admission.
The third was a 47-year-old man with persistent tachycardia who was transferred from the coronary care unit on the 7th day but developed ventricular fibrillation I4 days later. He made a good recovery and was discharged 43 days after his initial admission. Discussion The report demonstrates the comparative safety of transferring patients with myocardial infarction directly from a coronary care unit to another hospital after the initial period of myocardial irritability has settled. It appears that a conventional ambulance is suitable for transit of such patients. The complete absence of any significant arrhythmias in our series if confirmed by other workers might suggest that electrocardiographic monitoring and specialist supervision during such short journeys may even be unnecessary at least in the grade i uncomplicated group. Admittedly our average time of transfer was only 20 minutes from bed to bed; prolonged journeys may be more hazardous.
Follow-up of these patients showed no evidence that such early ambulance transport predisposes to later arrhythmias or sudden late death.
Direct transfer from the coronary care unit to another hospital does bypass and indeed relieves busy emergency receiving beds. The costs of caring for patients in hospitals with modern equipment and highly trained staff are constantly rising and experience such as ours suggests that expensive acute wards are not necessary after the third day for patients with grade i and possibly grade 2 myocardial infarction.
One suggestion, admittedly still tentative and hypothetical, is that all patients with heart attacks could be admitted to a central coronary care unit serving a large district, allowing necessary expertise and equipment to be concentrated in one area. This might ease somewhat the problem of staffing and of staff training and even include facilities and personnel for one or even two emergency domiciliary coronary teams. After the third day mild cases could go to a special coronary after care unit or to a convalescent hospital in their district. Indeed complications after the third day in the mild uncomplicated group are so rare that it might even be logical to be sending a proportion of such patients home and not to a ward elsewhere.
The West Country study (Mather et al., I971) tended to show that after early arrhythmic problems are solved, the morbidity and mortality of cases of uncomplicated myocardial infarction are probably similar whether managed at home or in hospital, thus supporting this concept of early transfer.
At present there is a tendency towards earlier mobilization, early discharge from hospital, more active rehabilitation, and earlier return to work. Suitable education of patients, relatives, and doctors will be required so that more active policies for patients with uncomplicated heart attacks can be accepted and understood. myocardial infarction patients. 
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